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Provider using softTOre — 
program sends an electronic 
inquiry request across internet 
to claim verification database 
system 



V 



Claim in No 



\^Database? 








Yes 

r 






54 

Claim verification database 
system automatically sends 
indication of wrkers' 
compensation claim number to 
provider 




56 

Claim verification 
database system 
automatically sends 
report to payer 




r 






56 

Provider can now provide 
reports for payer containing 
correct workers' compensation 
claim number 




58 

Payer prompts 
employer to report 
injury 



Fig. 2 



3/20 





4/20 



90 

Provider fills out report form 
using software; form contains 
all required data fields 






92 

Electronic report 
sent to payer 
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SoftTOire at the payer 
examines the electronic 
report to automatically select 
reports to send to a case 
manager 



J 

96 

Selected reports sent 
to case manager for 
human review 
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STATE OF CAIfOm 
Fonn B3Q12L©1999 



DOCTOR'S FnST REPORT OF OCCUPATIONAL INJURY OR DUfflSS 



File Copy 
PROM fflST CASE 



Page 1 of 2 
Form ID: MSOQOOOIQQQOQQOOQ 



1. INSURER NAME AND ADDRESS lb. Claim | 

ZENITH. 123 COAST DR., SAN FRANCISCO, CA 945-493393 lb. Claim | 
Telephone Hmnber. 415-339-3939 Fai Nmnber 415-339-3939 



I. EMPLOYER NAME 

LUCn STORES 
4. Nature of Bnsiness; 



3. Address No. and Street City State 

234 MARIA lAY SANLEANDRO CA 

GROCERY STORE Policy Nmnben 499-49-499-4 



5. PATIENT NAME (first name, EL, last name) 
Ji ANDERSON 234 MARINA VAY 



REPORT DATE 
10/17/1999 

Zip Telephone # 

945-493393 510-499-4949 
Fax Nmnber. 510-393-9393 



6. SEX 
□'Male 



□ Female 



7. Date of Birth 



Mo 
10 



14 1949 



8. 



1744 REIffl VALLEY RD. LAFAYfflE 



State 
CA 



Zip 

945-498888 



9. Home Tel \ 
925-838-3838 



M Tel I 
925-884-8484 



10. Occupation (Specific Job Title) 
JOURNEYMAN CIM 



11a. Social Security | 
494-94-9494 



12. Injm^dAt Ci^^ Stale" 

123 CONTRA COSTA RD. CONCORD CA 



11a. Date of Hire 
10/25/1994 



Ik Patient Account \ 
9-49-49-49-49-4 



13. Date and hour of injury 
or 



Mo 
10 



17 



Year 
1999 



Hour 
08:00 AM 



"Zip 
945-493003 
14. Date Last Worked: 



County 

CONTRA COSTA 



Mo 

10 



16 



Year 
1999 



15. Date and hour of first Mo 
examination or treatment 10 



17 



Year Hour 16, Haw you (or your office) Previously 
1999 09:00 AM Treated Patient? B'Yes DNo 



16a. Treated mider any Health Plan for this Incident? B'Yes DNo 16b. Health Plan Name?: BLUE CROSS 

17. PATENTS DESCRIPTION OF HOI THE ACCIDENT OR EXPOSURE OCCURRED: 

i DescriptioE "LIMG A 40LB PRODUCT UP FROM THE FLOOR, TO I FEU SHARP BACK PAM." 

B. Relevant Past Histo,ry: RECURRENT LUMBARSACRAL STRAINS 

C. Description of Previous Occupational Duties: HeavyJjftiM 

D. Relevant Leisure Activities: MKEND FOOTBAU, SKIING, SAILING 

K Does Empbyee have 2nd job? eTYcs DNo If Yes. Employer Name: MT ROSS SH RESORT 

18. SUBJECTIVE COMPLAINTS: 

A. DescriptioK ""SHARP M BACK PAIN" 

B. Symptoms: 
Body Part Onset 
Lofer Back Sudden Sharp 



Frequency Severity Precipitating Activities 
Constant Moderate lifting. Bending, Sitting 



19. OBJECTIVE FINDINGS: 

A. Tital Signs: 

HP: 120/80 Hl^ 5'8" Hi 190 Pulse: 78 Temp: 98.6 Resp: IB /min 
Merpc to any medications? □ Yes OlJo It Yes, specify 
6. Focused Physical Exam: 
45 DEGREES LUMBAR FLEXION TO POSmVE RIGHT STRAIGHT LEG RAISE AT 60 DEGREES 

C. X-Ray and Laborabry Results: 
NONE ^ 

D, Job Description Reviewed: □ Yes aUo 



20. DIAGNOSIS: (if occupational iUness, specify 
A. Description 

SPRAIN LUMBAR SACRAL 

C. Chemical Or Toxic Compounds hvolved? 
If yes, e^laiu 

D. Other Relevant Diagnosis 



agent used 



_of _ 
R ICD9 Codes 
8460 



) 



Report Page 2 ^ ^ 
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Page 2 of 2 

CONTINUED DOCTORS FIRST REPORT OF lJURY.,. ANDERSON, M 9-49-49-49-49-4 



21 ARE FINDINGS AND DIAGNOSIS CONSISTENT TOH PATENTS ACCOUNT OF iJURY 
ORONSETOFILUffiSS? I^Yes dNo 
fi no, explak 

A Did work cause or contribute to the injury or iDness? Q'Yes □ No □ Cannot Determine 
If no or cannot determine, explain: 

B. Is the patient permanent and stationary? □ Yes Q'No H yes, Date: 

C. If no, permanent and stationary date: 11/05/1999 

D. Is permanant disabihty anticipated? □ Yes S'No 



22. IS THERE ANY OTHER CURRENT CONDmON THAT Ml DEUY PATIENTS RECOVERY? I^Yes □ No 
If yes, expIaiE Pain surging to other body parts. 



23. TREATMENT RENDERED: 
A First Aid DYes Q'No 

B. Treatment Date Treatment C. Procedure Codes 

10/17/1999 OFFICE/OUTPATIEIIT VISIT, EST 99212 

D. histnictions to PaUent ERGONOWC EDUCATION, HEAT AND LOf BACK EXERCISES. 

E. Referrals: 

F. Disabihty status: Discharged as with no need for further medical care? □ Yes BfNo 

G. If disctorged. Discharge Date: 



24. IS FURTHER TREATMENT REQUIRED? QfYes □ No 
A Medication: VICODIN B. Physical Therepy: 2 per week for 3 weeks 

C, If Surgery, type: CPT Codes 

D. Diamostic Tests: 

E Estunated Duration of Treatment 25 days F. Return Visit toterval: ONE lEEK 
G. Recommended Referrals: 

E Treatment Plans, Other 



25. IF HOSPrTAUZED AS INPATIENT, Give Hospital Name and location: Date Adm: Mo Day Yr. Est Stay Days 



26. f ORK STATUS: „ 
A Is Patient able to Perform Usual fork? □ Yes I^No 

B. If not, date Hm. Patient can return to Regular fork 10/30/1999 

C. If not, date when Patient can return to Mo^ied/Transitional fork: 10/30/1999 

D. Restrictions: Specific functional limitations/frequency and weight restrictions 
based, oji an H lour work day , , , . , 

Key: (Ufnable, (S)eldom=<lX, (0)ccasionaI=l-33X, (F)requent=34-667, C)ontmuous=67-M 
Ability IMtation f eight limit 

Repetitive Seldom=<lX 

lafung from Floor Unable 

liftmg from faist Occasional 1-33X MAX 151bs 

E. Restrictions Narrative: 

F. b employee likely to become a Qualified hjured forker? □ Yes Q'No 



27. Doctors Name and Degree: CUFF L fllSON, MD IRSf: 3939334481 

Facihty Name: FIRST CARE CA License f : CA233B193483 

Address: 123 TAYLOR ST, LAFAYEITi; CA 94546BBB0 Specialty: OCC MED 

FPO Networks: Doctors Telephone j: 925-3B4-8505 

«< DOCTOR'S SIGNATURE ON FILE AT DOCTOR'S OFFICE »> 
Any person who makes or causes to be made any knowingly false or fraudulent material statement or 
material representation for the purpose of obtaimng or denying worker's compensation benefits or 
payments is guilty of a felony. 
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Stellar Net Home Page 



0 



^-StellarNet 



Internet solutions for the 



Home 

gistration 
Submit Bills 
Buyer Progra,m 
Woraation 
Net Members 
Press Releases 



The steps to secure Internet processing of claims/bills & vorkers' compensation (ICj 
reports are easy as 1, 2, 3. Register today 4 get control of the Paper Tiger! 




TO DO TfflS (using SSL*): 


GO HERE 


RESUTLTS 


1 


Register^ on-line to submit bills and 
workers compensation reports. 


^Registration 


You will receive an email 
confirming your registration k 
instructions on how to get started 
submitting bills 


2 


After receiving email confirmation 
& instructions, submit bills from 
existing medical billing softwa 


^Submit Bills 


After bill submission, you will get 
an acknowledgement within 48 
hours for your first submission; 
within 24 hours thereafter 


3 


After receiving email confirmation 
k instructions, domload wkers 
compensation programs k 
instructions. 


0 Download 
IC Programs 


After you download tiie fC 
progrsms, a key will be sent that 
permits you to unlock tiie 
programs k use them. 


* 


SSL-Secure Socket Layer 
encryption 




Secure transmission of data. 



^ Terms and Conditions 
^ Privacy Policy 

^ Description of 15QQ Data Elements 

1^ Description of Bill Submission k W Medical Reporting 

Payer bformation k list of Electronic Payers/Receivers 
1^ Provider hformation 
^ Mhimuffl System Configuration 

Glossary 
^ Demonsta^ations 



Otiier Features: 



'Fig.m 



17/20 



StellarNet On- Line Bill Submission Form 



e-StellarNet On-line Bill Submission 

Welcome to StellarNet s on-line bill submission page. Please complete the form: 

1. If you are not registered, click here to go to registration pag e. 

2. Registered members, proceed vith bill submission: 

a. hput your email address in the first box and click on "Report" 
to double check your membership status. If you are not regisiered, 
or if the email address is incorrect, you will get an error message. 

b. To submit your bills use the "Browse..." button to select the name and location 
of the file{s) lo submit You can submit up to 3 files at one time. 

c. To submit the bills, click "Upload file(s)" to submit bills. 

If YOU are a first time submitter, you irill receiYe an acknowledeement back 

lithin 4fl hours after you haYe submitted your first batch of biDs. 

Thereafter, you wiD receiYe the acknoirtedgement back within 24 hours of submitting your 

bills. 

Please press the TAB key NOT the ENTER key to moYe down. Use Shift TAB to moYe up. 
Member 



Password or ' 
E mail ' 

Files To 
Upload; 

Kiel: 

file 2: 

Me 3: 





Browse 




Browse 


1 


Browse 


Upload 
File(s) 





Reset Form 



Use browser s BACK button to return to preYious page. 

If you have eany questions... 

Call us at 415/8B2-5700, or Email us at rtwfast@ibm.net 



'Fig.m 
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Held. Wame 


Len 


Type 


Description / Example 


Payer ffi 


9 


Char 


Electrooic payer ID example: VACA02012. Print and 
mail payer ID is always FUOOOOOOO. 


Patients SSN 


9 


Char 


Example: 123880000 


Date of Injury 


8 


Char 


MMDDYYYY Jan 20, 2000 example: 01202000 


Date of 
Service 


8 


Char 


MMDDYymr Jan 21, 2000 example: 01212000 


Type of 
Service 


1 


Char 


l=Me(iical Care, 2=Sm'gery, 3=Consi]ltation, 4=Diagnostie X- 
ray, 5=Diagnostic laboratory, 6=Eadiation Therapy, 
7=Anesthesia, B=Assistance at Surgery, 9=0tlier Medical 

OciVlLC, VHiJlUUU Ui fatJLcU J\Cu VA/Uo, A-~UoCU J/JUj, 

F=Ambiilatory Surgical Center, H=Hospice, t=Eenlal Supplies in 
the Home, M=Altemative Payment for Ifadntenance Dialysis, 
fl-juoney iwnor, v-meumococcai vaccine, i- oeconQ upniion 
on Elective Surgery, Z=Tlm'd Opinion on Elective Sm-gery. 


Provider Tax 

lu T OUU it/ 


13 


Char 


1234567890000 (use 0000 if not using Sub ID) 


Submit Date 
and Time 


12 


Char 


MCCTMiaiSS Jan 22, 2000 9:30 01 am example: 
01222000093001 


Payer Name 


25 


Char 


ABC D nm 


Payer Address 


25 


Char 


100 MM STREET 


Payer City 
State Zip 


25 


Char 


BIG cm, NY 00030 


Claim Number 


28 


Char 


20303200223 










lype 01 
Document 






ui-riToi ftcpori, uc— ouppiciiiciiuu itt^puii, 
03=P&S Report, 04=QME, 05=Consult, 06=AME, 
07=Entire File, 08=Diagnostic, 09=Cliart Notes, 10=Pre- 
AuthorizaUon Request, ll=Referral Request, 
12=Disabffity Status, 13=Surgical, 14=Ambulance, 
15=Anci]lary, 16=Home Care, 17=0tlier 


ICD9 


6 


Char 


Primary Diagnosis Code, no spaces no period on 5 digit 
codes. 


Period 


1 


Char 


. (also knoim as dot) 


File Type 


3 


Char 


Original ffle extension, DOC, RTF, TXT, etc. 
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